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There has been growing concern about increasing health 
care costs and a resurgence of interest in and emphasis on 
alternative financing strategies, including universal health 
insurance, both employer- and government-financed. In re- 
sponse to cost-containment issues, there has been acceler- 
ated professional activity in providing consensus statements 
on technology utilization and practice patterns and in devel- 
oping guidelines for patient management alternatives, as- 
sessment of the “values” of professional activities and the 
selection of key indicators of appropriate as well as inappro- 
priate care in order that quality care “monitoring” can be 
implemented. The cost-quality dichotomy, once carrying 
only a prophesy that conflict would occur when fiscal 
constraints of the types proposed were implemented, is now 
of major concern as evidence becomes available that finan- 
cial incentives can engender practices that affect quality care 
and, specifically, patient outcome. Many health care provid- 
ers, serving as patient advocates, believe that the focus for 
quality care assessment should be on the effectiveness of 
care in achieving optimal patient outcome and that financial 
incentives resulting in practices that negatively affect patient 
outcome must be documented and made known to policy- 
makers. 
Changing role of physicians in monitoring quality care. 
Traditionally, the medical profession has assumed major 
responsibility for providing and monitoring quality care even 
though essential elements in the process are beyond its 
control. It is no longer rational or possible for the profession 
to accept that role. The health care system is becoming more 
corporate in structure and nonmedical decisionmakers are 
determining technology utilization, practice patterns and 
resource availability; accordingly, the degree to which the 
profession can direct the content of health care is diminish- 
ing. However, with the decreased scope of physician influ- 
ence has come the need for increased depth of concern. As 
never before, it is essential that the profession assure that 
those elements of health care that are the quintessence of 
quality care are explicitly and quantitatively known and 
described so that any infringement on them can be docu- 
mented and persuasively argued. 
Added impetus for the field of cardiology derives from the 
fact that, because of the prevalence of cardiovascular dis- 
ease and the sophisticated technology required for its man- 
agement, the costs are enormous. One procedure alone, 
coronary artery bypass grafting, accounts for approximately 
1% of all health care expenditures. Cardiology is a prime 
target for cost containment. Pressures from government, 
third party payers and health planners and the need for 
quality assurance are forcing clinicians and the profession to 
defend diverse approaches to care, a process that is difficult 
when one is armed with only a nonquantifiable opinion, an 
opinion often subject to criticism as being self-serving. 
Increasingly, the profession must be able to explain when 
expensive yet contributory information is being collected 
and to recognize where expensive but ineffective interven- 
tions are being used and to adjust such practices accord- 
ingly. The profession must be able both to understand and 
defend, when appropriate, the cost-effectiveness of proce- 
dures that, although costly, significantly lower morbidity and 
mortality and, at the same time, to search for equally 
effective but less costly alternatives. 
The Regenstrief Conference and the role of decision mod- 
eling. It was the general perception of the organizers of the 
1987 Regenstrief Conference and the participants that deci- 
sion modeling might provide a framework on which to 
structure cost-quality assessments and a basis for policy 
discussions. The underlying thesis was that quality patient 
management strategies that result in optimal patient outcome 
when incorporated in a decision model can be readily 
understood by all, can be documented and can, thus, serve 
as the structure for quality care advocacy while at the same 
time promoting cost-effective care. 
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The conference was highly successful and concluded with 
a resolution that a central clearinghouse be established to 
disseminate information on the utility of and advances in 
decision modeling and data sources in order to increase 
awareness and use of the technique. This Symposium is a 
response to that resolution and to the many requests for the 
publication of the conference proceedings. It is being pub- 
lished as a supplement to the official Journal of the American 
College of Cardiology as a courtesy of the College and in 
recognition of the organization’s dedication to fostering 
quality and cost-effective cardiovascular care. 
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